Introduction
Since the publication of The world health report 2010, 1 universal coverage (also often referred to as universal health coverage or UHC) has received increased attention. Like having a "sustainable health financing system", it is something that sounds very good. But what does it mean, exactly, and why is it something worth pursuing?
The world health report 2010 contains the following definition of health financing for universal coverage:
"Financing systems need to be specifically designed to: provide all people with access to needed health services (including prevention, promotion, treatment and rehabilitation) of sufficient quality to be effective; [and to] ensure that the use of these services does not expose the user to financial hardship." 1 Some of the debates around recent reform experiences, particularly those related to the interpretation of what is meant by "insurance", [2] [3] [4] [5] suggest that there remains a lack of common understanding about the concept portrayed in The world health report 2010. This is not merely an academic debate; conceptual differences create operational differences in terms of the health financing policy choices made by countries, what they are advised to do, and how reforms are assessed. This paper aims to clarify what is meant by health financing for universal coverage; how UHC embodies specific health system goals and intermediate objectives, what is the appropriate unit of analysis for these, and, broadly, the ways in which health financing can influence progress towards UHC. An assessment of specific policy options or recommendations for reform is beyond the scope of the paper, although some illustrations are provided.
The next section of this paper derives a set of generic policy objectives for health financing policy from the framework for health system performance of the World Health Organization (WHO). The third section justifies UHC, as defined above, as an aim of health policy by linking it explicitly to the goals of the health systems framework. This is followed by a discussion of the three dimensions of coverage. Next is a further specification of both UHC goals and intermediate objectives, followed by an illustration of the types of health financing reforms that can influence progress towards UHC. The sixth section contains a discussion of the unit of analysis for UHC and of the practical importance of understanding the distinction between schemes and systems. The final section of the paper summarizes the core messages arising from this conceptual approach.
Health financing and system performance
The starting point for the approach used goes back to The world health report 2000, on health system performance. 6, 7 The framework used for that report identified three generic goals and four generic functions of all health systems (WHO reconfigured these four functions into six "building blocks", 8 but the framework is the same, as is the application to health financing policy used here). The aim of any health system is to maximize the attainment of the goals (adjusted for the relative importance that a country attaches to each), conditioned by contextual factors from outside the health system that influence the level of goal attainment that can be reached (e.g. a country's income, education levels, political factors, etc.). A simplified depiction of this framework is shown in Fig. 1 .
The general challenge for health policy is reflected in the arrow in the middle of Fig. 1 : how do the functions influence the goals? Of course, the goals are influenced by social determinants emanating from outside the health system, but the policy focus here is on health system policies and
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Health financing for universal health coverage Joseph Kutzin actions. So to put this somewhat more precisely, how does the way the system is designed and operating affect the extent to which the goals are attained, given the impact of extra-sectoral factors in a given country context? In what ways are shortcomings in attainment linked to health system problems, and conversely, how can deliberate changes in how the health system operates (i.e. reforms) improve goal attainment? To "fill in the missing middle" of the health system framework shown in Fig. 1 , the connections between the system and the goals need to be understood. Although this is a general issue for health systems and thus concerns each of the four functions (separately and together), 9 the concern here is how the financing function can influence the attainment of the goals. 10 This approach leads to the identification of a more specific set of financing policy objectives that can be targets of health financing policy actions. These are:
• policy objectives that are essentially identical to broad health system goals, namely promoting universal protection against financial risk and a more equitable distribution of the burden of funding the system; and • policy objectives that are intermediate and instrumental to the broad health system goals: (i) promoting equitable use and provision of services relative to the need for such services; (ii) improving the transparency of the system and its accountability to the population; (iii) promoting quality in service delivery; and (iv) improving efficiency in the organization and delivery of health services and in the administration of the health system.
The connection between health financing and overall system goals, directly and indirectly via the intermediate objectives, is depicted in Fig. 2 . One important concept illustrated in the figure is that the health financing system does not act alone in affecting the intermediate objectives and final goals; coordinated policy and implementation across health system functions are essential for making progress on the desired objectives, such as improving the quality of care. Many countries, moreover, face problems with physical access to health services and human resource supply, and again, financing policy alone cannot address these problems. These other health system functions exert an important influence on the goals, but examining this influence is beyond the scope of this paper, which is focused on health financing policy.
The way health financing arrangements are organized often affects other social goals. Although they are not the focus of this paper, these effects are important for public policy. In particular, health financing mechanisms can influence individual choices and options with regard to employment. In countries that have a national system of coverage with a unified set of entitlements, as in most of western Europe, people are free to change jobs without fear of losing their health coverage. Conversely, where health insurance coverage is linked to one's place of employment and there is neither compulsory coverage nor uniform entitlement, as in the United States of America, many people are "locked" into a job because they risk losing coverage if they take a new position with a different company. In a study by Bansak et al., a reform that "untied" coverage from employment was shown to enhance people's opportunities to switch jobs. 12 There is also some evidence that publicly funded coverage programmes in Mexico 13 and Thailand 14 have slowed the pace of labour market formalization because they have reduced the need for people to make formal social security contributions to obtain good health coverage. and that these services are of sufficient quality to be effective. The first aspect of UHC defined above (use of needed services of good quality) corresponds closely to the concept of effective coverage, i.e. the probability that an individual will get an intervention that they need and experience better health as a result. 15 This concept can be disaggregated into the following elements:
• reducing the gap in a country's population between the need for services and the use of those services, which implies that: (i) all persons who need an intervention are aware of their need; and (ii) all persons who are aware of their need are able to use the services that they require; • ensuring that services are of sufficient quality to increase the likelihood that they will improve (or promote, maintain, restore, etc., depending on the nature of the intervention) the health of those who use them.
Measuring effective coverage across all services and the entire health system is not feasible. To date, this has been done only in the case of individual health conditions and interventions, such as immunization coverage (e.g. a cross-country review) 16 or hypertension control (e.g. in Kyrgyzstan); 17 a specific set of interventions within one aspect of care, such as maternal and neonatal health interventions (e.g. in Nepal); 18 or a wide but still limited set of interventions (e.g. in Mexico and China). 19, 20 Despite this difficulty with measurability, the concept of effective coverage is useful for orienting health policy. When combined with financial protection, it enables a more precise specification of UHC: it is system-wide effective coverage combined with universal financial protection.
Although the objectives embedded within UHC are distinct, UHC is a unified concept. From the perspective of any citizen or resident of a country, the problem boils down to this: Can I sleep well at night secure in the knowledge that if anything happens to me or a member of my family, good health services will be accessible and affordable, that is, obtainable without risk of a severe and long-term impact on my financial well-being? The extent to which the objectives of equity in the use of needed services of good quality with financial protection are realized is simultaneously determined at the person's point of contact with the health system. For example, if measures are introduced to reduce financial barriers to service use, we are likely to observe both increased utilization across the entire population and a reduced financial burden for those using care.
Given the definition of UHC and its specification here, however, fully achieving UHC is impossible for any country. Even countries that succeed in attaining universal financial protection have shortfalls in effective coverage. Gaps will always exist because not all individuals in a society can be aware of all of their needs for services, new and more expensive diagnostic and therapeutic technologies continuously emerge, and the quality of care is not perfect in any country. Thus, strictly speaking, no country in the world has achieved universal coverage.
Despite this, however, the aims of improving equity in the use of services, service quality and financial protection are widely shared. Thus, even if UHC can never be fully achieved, moving towards UHC is relevant to all countries. It is justified from a health system performance perspective because it implies progress in attaining the goals of health systems: directly in terms of financial protection and indirectly on the goals of health and responsiveness via the intermediate objectives associated with effective coverage. Put another way, it is more useful to think of UHC as a direction rather than a destination.
UHC is a set of objectives that health systems pursue; it is not a scheme or a particular set of arrangements in the health system. Keeping this distinction between policy objectives and policy instruments is essential for conceptual clarity and practical decision-making. Making progress towards UHC is not inherently synonymous with increasing the percentage of the population in an explicit insurance scheme. In some countries, such as Germany and Japan, insurance schemes are the instruments used to ensure financial access and financial protection for the entire population. Hence, the percentage of the population covered by insurance is a critical determinant of progress on UHC objectives in those countries. But in 1989, when the Republic of Korea achieved universal population coverage under its social health insurance system, most citizens were still at risk for very high and potentially catastrophic out-of-pocket payments because of the large and open-ended nature of cost sharing arrangements, particularly in a hospital setting. 21 In some other countries, such as Sweden and the United Kingdom of Great Britain and Northern Ireland, financial access and financial protection for all are achieved without anything called an insurance scheme. But in countries where constitutional or other promises of "free services" are not realized, as in many low-and middleincome countries, citizens remain at risk of financial hardship if they need health services.
The universal coverage "cube"
The world health report 2010 depicted three dimensions of coverage as the axes of a cube: population, service and cost. 1 The population axis describes the UHC objective of population coverage with both services and financial protection. The cost coverage axis is critical to the financial protection objective, although it needs to be interpreted relative to capacity to pay. And by defining the service coverage axis in terms of needed and effective services, this dimension captures the objectives of ensuring that everyone is able to use the health services that they need and that these services are of good quality. These three dimensions connect closely to health financing policies related to UHC and to the monitoring of UHC.
Ex ante, the cube portrays policies on benefit design, reflecting decisions on who is entitled to what services and how much they are obligated to pay for those services at the time of use. This is an important aspect of health financing policy, but it is not the whole story. Ben-
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Health financing for universal health coverage Joseph Kutzin efit design needs to be coordinated with policies on revenue collection, pooling arrangements and purchasing to enable the defined benefits to be realized in practice. 22 Ex post, the cube provides a monitoring framework for UHC. It can be used to graphically depict how many people received various needed health services of sufficient quality and how much they had to pay. This can be portrayed, in simple terms, as the per cent of the cube that is filled with pooled funds, although it is conceptually feasible to introduce refinements to this to capture, for example, out-of-pocket expenditures relative to people's ability to pay for them, or service use relative to each person's need for services. 23 But progress towards UHC is not simply about "filling the cube" (as discussed in the section on the unit of analysis for UHC).
Intermediate objectives
As shown in Fig. 2 , health financing influences the final goals and intermediate objectives of health systems. The links to UHC can be made even more precise by connecting financing policy to the three goals or objectives associated with UHC: (i) reducing the gap between need and utilization; (ii) improving quality, and (iii) improving financial protection. This is shown in Fig. 3 . As noted earlier in the paper, reforms only in health financing policy are not sufficient to improve quality, improve people's awareness of their need for services, or remove barriers to the use of care. Financing policy can, however, influence each of these directly. For example, governments can allocate a greater share of public revenues to health to increase the size of the prepaid funding pool, thereby enabling greater attainment of financial protection and utilization goals. In addition, progress towards UHC can be promoted through actions to improve efficiency, equity in the distribution of resources, and transparency and accountability. These intermediate objectives for UHC are described in greater detail here.
As reflected in the figure, improving efficiency has a central role in improving coverage. Given that all health systems face resource constraints, improving efficiency (i.e. making better use of available resources) is a means to "get more" in terms of attaining the objectives associated with UHC and, more generally, the goals of health systems. Actions that stimulate efficiency have the same potential effects as an increase in the level of health spending -each of these measures can enable greater attainment of UHC objectives, assuming that the "savings" from efficiency gains are retained and reallocated within the health system. The assumption is important. Efficiency should not be equated simply with "cost containment" or as an excuse to reduce public spending on health. Certainly from a health policy perspective, the aim is to increase attainment from a given level of funding rather than to reduce funding to achieve the same level of attainment. More broadly, however, evidence suggests that when the efficiency gains are treated as "savings" by a country's finance authorities, the incentives for further efficiency gains are diminished. 24, 25 This suggests that extracting efficiencies from the sector in the name of budgetary savings is self-defeating.
By positioning efficiency as an intermediate objective, we make explicit the point that health systems can become more efficient at promoting financial protection and increased, equitable utilization of health services relative to need (and conversely, that inefficiencies undermine these objectives). Gains in efficiency are essential for attenuating the severity of the trade-offs that countries must inevitably make in light of financial -and particularly fiscal -constraints 26, 27 and for higher attainment of goals in circumstances in which more money can be put into the system.
As reflected in Fig. 3 , financing reforms that improve equity in the distribution of resources can also lead to improvements in equity in the use of services and financial protection. This objective can be operationalized in several ways depending on what is relevant to a particular country, but the overall aim is to match the distribution of resources to the relative health service needs of different individuals and groups in the population. 28 In some countries, such as the Republic of Moldova, 29 a relevant concern is attaining greater equalization in the level of public spending on health per capita across geographic areas. In other countries, notably Mexico 30 and Thailand, 31 redressing inequities in the distribution of public subsidies across financing schemes has been a priority, whereas South Africa is concerned with reducing inequity in the distribution of total health spending on behalf of the insured and uninsured populations. 32 As shown in these studies, increasing (or reducing) equity in the distribution of health spending (contextualized for the aspect of equity relevant to each country) tends to improve (or worsen) both equity in the use of services and financial protection.
The objective of improving transparency and accountability seems inherently desirable, of course, but it needs If people improve their understanding of the services to which they are entitled, they will be more empowered to demand what has been promised. Improving this aspect of transparency can thus contribute to reducing the gap between the need for services and their use. 34 It may also contribute to improved financial protection in settings where lack of transparency manifests as informal payments. 35 Similarly, improving the accountability of health financing agencies (e.g. social health insurance funds) for the use of public resources is likely to translate into a better use of resources. Or conversely, corruption in the health sector can be seen as a source of inefficiency insofar as resources that could have been used to improve access, quality or financial protection are diverted to other uses. 36 
Getting the unit of analysis right
The equity and universality aspects of the definition of UHC have important, practical implications for both policy and the analysis of various reforms. Universal means universal, so for any country, the appropriate unit of analysis is the entire population and the system as a whole. This is in contrast to being concerned only with financing schemes and their members. There is a difference between a new insurance scheme designed for the purpose of making its members better off, and one intended to serve as an agent of change to improve equity in the use of services, service quality and financial protection for the entire population. This is perhaps the most important operational issue at stake in the conceptualization of UHC: real problems can and do arise when the success of a scheme is assumed to be generalizable to the wider system. Two issues are highlighted here in regard to this: (i) a scheme may make some people better off at the expense of the rest of the system or population; and (ii) the design features that emerge from a scheme with objectives set at the system level are very different from those emerging from a scheme in which the objectives are set only at the scheme level.
The first point can be illustrated most clearly in the case of voluntary health insurance. Excluding poor persons or others with high health risks contributes to the financial viability of a voluntary health insurance scheme, as is well known from the experience of the United States. In one study, for example, smoking and obesity were associated with a lack of ability to obtain voluntary coverage and smoking was associated with the loss of voluntary coverage. 37 Thus, for those who can afford it, a voluntary insurance scheme can offer good benefits, particularly if it systematically excludes people known to have high health risks (e.g. people with hypertension, diabetes, human immunodeficiency virus infection, etc.). Financial access and financial protection are enhanced for scheme members, but at the expense of others in the population who do not have the opportunity to benefit from this.
This problem is magnified in contexts of greater resource scarcity. In South Africa, for example, about 40% of total health spending benefits 16% of the population that is covered by a "medical scheme" (i.e. employmentlinked voluntary health insurance that typically services upper-income persons). The entire population is entitled to use public facilities, but these are overcrowded and poorly resourced, particularly in comparison with the private providers who tend to serve insured persons. So, although everyone is entitled to something, the concentration of health spendingand thus system resources -on behalf of insured people means that equity in service use is far from a reality in South Africa. Financing arrangements contribute to a health system favouring the rich, with total expenditure for the insured population being from 4.5 to 6 times higher than for people who only use publicly-funded health services, a distribution pattern very unlikely to reflect need. The concentration of resources on behalf of the insured has a spillover effect on those without this form of coverage:
"…the existence of a pool of funds that is such a large share of total health care funds inevitably impacts on the distribution of health care professionals between the public and private health sectors, and hence contributes to a skewed distribution of service benefits." 32 In effect, good coverage for some people comes at the expense of the rest. The interests of the scheme(s) are in conflict with UHC objectives at the level of the entire system.
A similar situation can exist in the case of mandatory social health insurance (SHI), particularly in low-and middle-income contexts where such schemes begin with the population that has regular, salaried employment (the "formal sector"). Starting an explicit insurance programme for this population has long been recommended. 38 Indeed, in a recent review of experiences with health insurance published in the Bulletin, the authors conclude that:
"SHI [schemes] hold strong potential to improve financial protection and enhance utilization among their enrolled populations […] This underscores the importance of health insurance as an alternative health financing mechanism capable of mitigating the detrimental effects of user fees, and as a promising means for achieving universal healthcare coverage." 2 But their logic is flawed. The fact that scheme members have better financial protection and increased access does not mean that these have improved for the entire population. Furthermore, where SHI schemes begin by covering the formal sector, they tend to concentrate resources on a relatively small and economically advantaged part of the population. Such schemes do not naturally "evolve" to include the rest of the population. Instead, the initially covered groups, who tend to be well organized and influential, use their power to increase their benefits and subsidies, rather than to extend the same benefits to the rest of the population. 22, [39] [40] [41] As a result, the initial enrolment in the SHI scheme "increases coverage" only in the sense that more people are in an explicit health insurance scheme. However, this reform strategy moves the health system away from UHC. The initial members of the scheme were in the higher income
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Health financing for universal health coverage Joseph Kutzin bracket and thus already enjoyed better financial access and greater ability to cope with out-of-pocket expenses. Creating a scheme for them simply exacerbates these underlying inequalities in both financial access to services and financial protection.
This was the case in both Mexico and Thailand, where SHI contributions for the formal sector are directly subsidized by transfers from general tax revenues, a practice that contributes to public per capita spending on the schemes that protect the more affluent population being considerably higher than for the rest of the population. 30, 42 Over the past 10 years, these countries have implemented reforms that have reduced these inequities, but, notably, neither has been able to integrate the population outside the formal workforce into the pre-existing schemes. Inequalities in coverage remained even after the advent of these reforms. In Thailand, for example, the Universal Coverage Scheme (UCS) -the health financing scheme for the population not covered by either the scheme for civil servants or that for private firm employees -did not cover haemodialysis treatment for kidney disease, while the other two schemes did. This explicit inequality in entitlements was inconsistent with UHC because it was not linked to need, but rather, to whether or not an individual was employed in the formal sector. Pressure from civil society organizations led to the inclusion of renal replacement therapy in the scheme, but the financial consequences for the UCS are more severe than for the other two schemes, which continue to be funded at higher levels. 43 UHC implies that the focus needs to shift from scheme to system. By conceptualizing a new insurance scheme as an instrument to reform the entire system rather than as an end in itself, design features can be tailored to promoting a universal population approach from the beginning. This is reflected in the reform experience of Kyrgyzstan and, to some extent, the Republic of Moldova. 44 Both countries took a "whole systems approach" to the design of their financing policies and measured progress not in terms of the per cent of the population covered by their schemes, but of the impact on equity in service use and financial protection across the entire population. In each case, the path to universality was designed into the reform from an early stage by putting payroll tax contributions and general revenue transfers into the same pool on behalf of both the formal and informal sector populations, and then using the new SHI funds to drive system-wide efficiency and equity gains through the combination of centralized pooling and output-based provider payment mechanisms. 45, 46 Hence, from the perspective of UHC, whether or not a financing scheme improves attainment of coverage objectives for its members is not intrinsically important; what matters is the impact of that scheme on the attainment of the objectives for the population and system as a whole. Assessing schemes simply with respect to whether or not they improve coverage for their members is both inadequate and a potential source of misleading policy recommendations. Depending on the details of policy design in a given context, a scheme may contribute to or detract from UHC objectives for the population as a whole. Explicit attention to this is essential.
Towards action on universal coverage
"Health financing for UHC" reflects how health financing arrangements (and reforms to these) can influence UHC goals and intermediate objectives. In The world health report 2010, three broad strategies were summarized as:
• "more money for health" (raising more funds); • "strength in numbers" (larger pools); and • "more health for the money"
(improving efficiency and equity in the use of funds through reforms in purchasing and pooling as well as actions not directly related to health financing).
It is beyond the scope of this paper to recommend or suggest what reforms to implement. Nonetheless, the following examples illustrate the kinds of actions that can promote progress towards UHC:
• Introduction of new revenue-raising mechanisms or increasing the share of total public spending devoted to health, to increase the level of compulsory prepaid revenues for health, thereby making possible greater attainment of any or all of the objectives; • risk-adjusted equalization of budgets or payments to health care providers or purchasing agencies, to improve equity in the distribution of resources and services; • reduction of fragmentation in pooling to expand the redistributive capacity of prepaid funds, thereby enabling greater financial protection and equity in the distribution of resources and services from a given level of resources; • simplification and promotion of the benefit package to increase people's awareness of their entitlements; and • performance-related provider payments, to create incentives for improved quality and efficiency in service delivery.
These are merely examples intended to illustrate some ways in which financing reforms -actions taken to alter arrangements for revenue collection, pooling, purchasing and benefit design -can support progress towards UHC. Because of the connotations often associated with the word "insurance", it is worth noting that every country's health financing system performs these functions, either explicitly or implicitly. Thus, for example, introducing a purchaser-provider split or changing how pooling arrangements are organized are not only issues for so-called "insurance systems". Just as moving towards UHCi.e. progressing on the intermediate and final objectives associated with UHC -is relevant to every country, so too do all health financing systems include the functions of collection, pooling and purchasing, and face decisions on the rationing of benefit entitlements. The specific label attached to a given system should not be used to limit thinking with regard to reform options.
Conclusion
Universal coverage can be justified from a political perspective as a reflection of underlying values such as social cohesion, the belief in every individual's right to the highest attainable level of health (as per the WHO Constitution), or as a "right to health" or "right to equitable access to health services", specified in many national constitutions. But from a narrower health systems performance perspective, UHC as defined in The Strictly interpreted, UHC is a utopian ideal that no country can fully achieve. To translate UHC into countryspecific reality involves disaggregating the concept into its component objectives and emphasizing progress towards (rather than full achievement of) these goals: improving equity in the use of needed health services, improving service quality and improving financial protection. All countries share these goals to varying degrees. Therefore, making progress towards UHC is relevant to every country in the world.
Making such progress requires action across the health system, not only in financing policy. For example, health financing cannot do much to improve people's awareness of their health needs. Financing policy action is a necessary but not sufficient condition for progress.
Universal means universal. The appropriate unit of analysis when planning or analysing reforms is the entire population. How a particular financing scheme affects its members is not of interest per se; what matters is how the scheme influences UHC goals at the level of the entire population. A concern only with specific schemes is not a universal coverage approach. Schemes can contribute to system-wide UHC goals, but they need to be explicitly designed to do so. Otherwise, increased population coverage with health insurance can actually become a potential obstacle to progress towards UHC.
The combination of UHC goals and intermediate objectives can be used to set the direction of health financing reforms in any country, when contextualized into specific and measurable objectives for that country. "Health financing for universal coverage" implies that reforms in collection, pooling, purchasing and benefit design are aimed specifically at improving one or several of those objectives and goals, as measured at the population or system level. All health financing systems perform these functions, and this is why, as stated in The world health report 2010 Si le concept est correctement défini, la «couverture universelle» (ou la couverture maladie universelle, CMU) peut être utilisée pour justifier pratiquement toute réforme ou tout régime du financement des soins de santé. Ce document présente la définition du financement des soins de santé pour une couverture universelle, telle qu' elle apparaît dans le Rapport sur la santé dans le monde 2010 de l'Organisation mondiale de la Santé, afin de montrer comment la CMU incarne les objectifs spécifiques et intermédiaires du système de santé et, plus généralement, comment les réformes du financement du système de santé peuvent influencer ces objectifs.
Tous les pays cherchent à améliorer l' équité dans l'utilisation des services de santé, dans la qualité des services et dans la protection financière des populations. Par conséquent, la survie de la CMU reste pertinente pour tous les pays. La politique de financement des soins de santé fait partie intégrante des efforts réalisés pour faire de la CMU une réalité, mais pour que cette politique de financement permette la survie de la CMU, les réformes du système de santé doivent viser explicitement l'amélioration de la couverture santé et les objectifs intermédiaires qui y sont liés, à savoir, l' efficacité, l' équité dans la répartition des ressources de la santé, ainsi que la transparence et la responsabilisation.
L'unité d'analyse de ces objectifs doit prendre en compte la population et le système de santé dans son ensemble. Ce qui importe, ce n' est pas comment un système de financement particulier affecte chacun de ses membres, mais plutôt comment il influe sur les progrès et conduit vers une CMU à l' échelle des populations. Les préoccupations autour des programmes spécifiques sont incompatibles avec une approche de couverture universelle et peuvent même nuire à la CMU, notamment en termes d'équité. Et inversement, si un régime est pleinement orienté sur des objectifs systémiques, il peut étendre les progrès réalisés à la CMU. Les analyses des politiques et les politiques elles-mêmes doivent changer d' échelle pour passer du simple régime au système.
Резюме
Финансирование единой системы здравоохранения и ее эффективность: концепции и реализация политики В отсутствие четкого понимания соответствующей концепции понятие «единая система» (или «единая система здравоохранения», ЕСЗ) может использоваться при обосновании практически любой реформы или схемы финансирования. В данной статье раскрыто понятие финансирования здравоохранения применительно к единой системе здравоохранения, которое используется в публикации «Доклад о состоянии здравоохранения в мире в 2010 году» Всемирной Организации Здравоохранения, чтобы продемонстрировать, как ЕСЗ реализует конкретные задачи системы здравоохранения и достигает ее промежуточных целей, а также показать в общих чертах, как на это могут повлиять реформы финансирования системы здравоохранения.
Все государства стремятся к обеспечению равенства доступа населения к медицинским услугам, качеству обслуживания и финансовой защите. Поэтому стремление к созданию ЕСЗ свойственно каждому из них. Политика финансирования здравоохранения является составной частью усилий по продвижению к ЕСЗ, однако, чтобы она соответствовала стремлению к ЕСЗ, реформы системы здравоохранения должны быть четко направлены на улучшение охвата и достижение связанных с ним промежуточных целей, а именно, на эффективность, справедливое распределение ресурсов здравоохранения, обеспечение прозрачности и ответственности.
Предметом анализа для определения целей и задач должны быть население и система здравоохранения в целом. Это подразумевает изучение не того, как конкретная схема финансирования воздействует на ее отдельных участников, а скорее того, как она влияет на продвижение к ЕСЗ на уровне населения. Интерес только к конкретным схемам несовместим с подходом, который подразумевается единой системой здравоохранения, и даже может подрывать принципы ЕСЗ, особенно в плане обеспечения справедливости. И наоборот, если схема полностью ориентирована на достижение целей и задач на уровне всей системы, она способна обеспечить дальнейшее продвижение к ЕСЗ. Политика и ее анализ должны перейти с уровня схемы на уровень системы.
Resumen
La financiación sanitaria para una cobertura universal y el funcionamiento de los sistemas sanitarios: conceptos e implicaciones de las estrategias A menos que se entienda el concepto con claridad, "cobertura universal" (o cobertura sanitaria universal) se puede utilizar para justificar casi cualquier reforma o plan de financiación sanitaria. El presente documento amplía la definición de financiación de la salud para una cobertura universal, tal y como se utiliza en el Informe sobre la salud en el mundo 2010 de la Organización Mundial de la Salud, a fin de mostrar cómo la cobertura sanitaria universal abarca los objetivos concretos e intermedios relacionados con los sistemas sanitarios y, en sentido amplio, cómo pueden influir en los mismos las reformas de financiación sanitaria.
Todos los países pretenden mejorar la igualdad en la utilización de los servicios sanitarios, la calidad de estos y la protección financiera de su población. Por ello, la búsqueda de una cobertura sanitaria universal es importante para cada país. La política de financiación de la salud es un elemento esencial en los esfuerzos para avanzar hacia la cobertura sanitaria universal. Sin embargo, para que las estrategias de financiación de la salud estén en línea con la procura de la cobertura sanitaria universal, las reformas del sistema sanitario deben aspirar de forma explícita a mejorar la cobertura y los objetivos intermedios relacionados con esta, a saber, la eficacia, la igualdad en la distribución de los recursos, así como la transparencia y la responsabilidad.
La unidad sobre la cual se deben analizar las metas y objetivos debe ser la población y el sistema sanitario en conjunto. Lo importante no es Policy & practice Health financing for universal health coverage Joseph Kutzin cómo un modelo particular de financiación afecta a cada uno de sus miembros, sino cómo influye en el progreso hacia la cobertura sanitaria universal a nivel de la población. Si únicamente concierne a proyectos concretos, será incompatible con un enfoque universal e incluso podría minar la cobertura sanitaria universal, particularmente en lo que respecta a la igualdad. Por el contrario, si un plan se enfoca por completo hacia los objetivos y las metas a nivel del sistema, se puede continuar avanzando hacia la cobertura sanitaria universal. Las estrategias y los análisis de estrategias tienen que cambiar desde el nivel del plan al nivel del sistema.
